Over 10 years one senior consultant surgeon performed 114 standard plication darn herniorraphies on 92 patients with primary inguinal hernias. These patients were contacted and were reviewed if there was any suspicion of recurrence. Four recurrences were detected, giving an overall recurrence rate of about 3.5%. According to actuarial life-table analysis the risks of recurrence at 1 year, 5 years and 10 years were 0.94%, 3.02% and 9%. This level of recurrence is unacceptable in modern practice and, as a result of the audit, the surgeon changed his technique of primary inguinal hernia repair.
INTRODUCTION
Although the Shouldice repair is recommended by the Royal College of Surgeons of England1 and the Lichtenstein mesh repair has been shown to be safe and efficacious2, the plication darn repair is still practised by many surgeons in the UK. A randomized study comparing the plication darn repair with the Shouldice repair indicated that, in the hands of trainee surgeons, the results of the Shouldice repair were less consistent and the darn technique had a lower overall recurrence rate3.
In view of these conflicting reports on the efficacy of plication darn repair we undertook an audit of all the herniorraphies for primary inguinal hernias performed by one consultant surgeon over the previous 10 years. METHODS The inpatient records of all the hernia repairs performed in the private sector by the consultant surgeon (PWRL) were collected from his personal files. All the operations had been done under general anaesthesia in standard fashionwith 2/0 polydioxanone monofilament (Ethicon, Edinburgh, UK) for plication of the transversalis fascia and number 1 nylon for the darn. Follow-up was by telephone interview with a standard questionnaire. If any symptoms suggestive of recurrence were reported a follow-up appointment was arranged and the presence of recurrence was confirmed or refuted on clinical grounds.
The results were analysed for gross recurrence rates and an actuarial analysis was performed to calculate the risk of recurrence at various intervals after the operation. 4 patients were lost to follow-up, and median follow-up in this group before censoring was 2 years (IQR 1-3). The remaining 88 patients had a median follow-up of 5 years (IQR 3-8). 61 direct, 44 indirect, 7 sliding and 2 pantaloon type primary hernias were noted at operation.
The complication rate following surgery was 4.4%-3 postoperative haematomas, 1 postoperative urinary retention and 1 wound infection. There were four recurrences, giving an overall recurrence rate of 3.5%. If only the patients not lost to follow-up are considered this rises to 3.6%. Life-table actuarial analysis revealed that the probabilities of recurrence at 1 year, 5 years and 10 years were 0.94%, 3.02% and 9%.
DISCUSSION
The lowest rate of recurrence following inguinal hernia repair has been achieved by the specialist hernia clinics4. However, this service is not widely available in the UK and most general surgeons continue to do hernia repairs as part of their routine practice. There are undoubtedly differences in the efficacy of the various hernia repairs and this issue has been further complicated by the introduction of laparoscopic hernia repair5. The However, the balance of published data strongly supports the conclusion that the Shouldice repair is the superior operation when performed by an experienced surgeon7-9.
In our study the overall recurrence rate of 3.5% is comparable with that in other series if the differences in follow-up time are taken into account3. In our series lifetable analysis revealed the overall risk of recurrence to be 0.94%, 3 .02% and 9% at 1, 5 and 10 years. The increase seen after one year is in accordance with previously reported series (35-40% of recurrences developed as late as 5 years after the operation10l11). One drawback to the telephone-based survey is that up to 50% of patients contacted by phone or letter will be unaware of their recurrence, so the true recurrence rates will be underestimated1'11.
All the patients in our series underwent the same operation performed by one consultant surgeon. The 10-year recurrence rate is superior to the 10-15% recurrence rate reported for all types of hernia repairll. Despite this the recurrence rate remains far greater than the published results of the Shouldice and Lichtenstein repairs2'5-8. This suggests that it is the plication darn repair that is responsible for the higher recurrence rate and not the surgeon performing the operation.
We recommend that all surgeons routinely performing the plication darn repair critically review their results. Lifetable analysis may be applied to adjust for those patients lost to follow-up. As a result of this audit the surgeon has changed his chosen method to the Lichtenstein mesh repair and continues to audit his results.
